During the past thirty years a high proportion of all long stay hospital beds have been closed. The responsibility for those who would have occupied those beds previously has to a large extent been transferredfrom health to social services departments, or to family, voluntary and private care. The overall effect has been to prioritise acute medical care, and to expose the public provision andfunding oflong term residential care, whether medical or social, to the direct determination ofpolitical and economic forces. These policy changes have been introduced under the banner of community care, but are dependent on complex concepts which are morally contentious and often obscure. The purpose of this paper is to analyse these processes as a prerequisite to devising better policies in future.
Introduction
Since the 1960s a large proportion of all long stay hospital beds have been closed,' the majority having been for the elderly, the mentally ill and the mentally handicapped (presently described as people with learning disabilities or difficulties). The rationale for the alternatives for those who would have occupied those beds previously, which are provided under the policy of community care, is much less clear than before in both theory and practice. The responsibility has to a large extent been transferred from health to social services departments or to family, voluntary and private provision, and the continuing role of medical services is contentious and uncertain. The purpose of this paper is to examine the implications of these major changes from conceptual and moral perspectives, particularly as they relate to questions of prioritisation.
Historical background
The foundations of the modern welfare state, as expressed for example in the Beveridge Report,2 envisaged medical and personal social services being Key words Community care; long term care; health care rationing.
financed and provided by the state as a seamless whole, so that those in medical and social need would be ensured of care from "the cradle to the grave". Yet for those requiring long term residential care there was seen from the beginning to be what might be called a "natural faultline" between medical care and social care. Whereas the NHS was established on the principle that all in medical need, including those requiring long stay hospital care, would receive services free at the point of delivery, those in long stay residential and nursing homes were expected to contribute to the cost of their care in cases where they could afford to do so. It was not the intention though that anyone requiring long term residential social care should be excluded, only that they should be means-tested. The continuity of provision between those with medical and social needs was also emphasised by the position of the Medical Officer of Health, whose role within the local authority, when combined with that of Chief Welfare Officer, covered the overall planning and management of residential and nursing homes. This then was the basis on which long term residential care was provided from 1948 to 1970, with the division between medical and social care being mainly restricted to financial matters.
However, by 1970 major changes were to challenge this position. First, all the functions within the local authorities which had a social element but had previously been fragmented were united within new unified social services departments, so that the Medical Officer of Health no longer had direct responsibility for residential and nursing homes.3 Thus what had been categorised as a public health function became re-categorised as a social one.
Second, at about the same time all health and social service provision came under political scrutiny, because the total cost of the services was rising, and this led to serious questioning of the original economic assumptions and administrative arrangements that had been put in place in 1948. A transition was occurring from the early postwar period of the welfare state, during which the nature of service provision was largely stable and taken for granted, with economic and administrative considerations being seen as secondary matters, to the more recent period where there have been substantial service re-organisations, in which economics and a new managerialism have taken precedence. During this later phase, from around 1970 to the present, the overriding imperative has been a concern with how to limit rising public costs.
A third and related issue was that a number of factors combined to produce an increased consciousness about these matters amongst the public. Most notable was the rising proportion of older people in the population, greater public scepticism as to the disinterestedness of the professions (including medicine), the rebellion of women against confinement to unpaid domestic and other roles in the economy, and technical advances in medical knowledge and practice.
Finally the policy of running down long stay hospitals and substituting community care, which was first proposed officially in relation to mental illness by the Royal Commission on Law Relating to Mental Illness and Mental Deficiency in 1957, has been transformed into a general ideological commitment to "Care in the Community", which has continued to gain ground practically and politically ever since. However, the different groups involved, principally the elderly, the mentally ill and people with learning difficulties have been affected in somewhat different ways (as will be discussed more fully later), and in the past few years the policy has met with some resistance.
The importance of these changes for this analysis is the way in which the concepts "medical" and "social" have been interpreted in relation to them, resulting in a new pattern of residential care which is markedly different from that which existed before. and hence the corresponding services was conceptualised was crucial to the model and so determined the way in which changes were to occur subsequently.
As medical services came under pressure the typical reaction (largely shared by the health care professions and the public) was to reassert the original principles of the NHS relating to medical need, and to express regret that the ideals they embodied might no longer be affordable. Thus if reductions in services had to be made they were usually seen as appropriately directed at those areas not central to medicine, for example, dentistry and infertility services, or described in terms of the unfortunate necessity for resource allocation. The thrust of these responses is to indicate that in the former case the conditions involved do not "really" give rise to medical needs, and in the latter that although there may be a medical need it is of low priority. What is not called into question is that medical needs can be defined separately from social needs and that the relevant medical services should ideally be funded by the state.
In contrast the concept of social need and its relationship with the provision of residential social services has traditionally been seen in a different way. In recent years the provision of long term residential places labelled social, and state funding for them, has shown an increase at the same time as long term medical beds and funding have decreased. However, the pattern has varied in relation to different care groups, mainly because of the way that the policy of community care has developed. For some former long stay patients, most notably the mentally handicapped, the change in their designation to people with learning disabilities or difficulties has been accompanied by proposals that ordinary domestic houses rather than residential places of any description are appropriate for most of them. To a lesser degree this is also what has happened with respect to long stay mentally ill patients; but the elderly have tended to be viewed differently, still being seen as having special needs requiring long term residential provision, though in homes rather than hospitals. Consequently it is mainly for this group that there has been a large increase in the number of residential places, although the development of these services has arisen in a haphazard, rather than a carefully planned, fashion and came about as follows.
During the 1980s the number of local authority places in residential homes for the elderly were reduced, but were more than compensated for by places in private and voluntary homes, with the majority of clients being paid for through the social security system.4 As far as funding was concerned this represented a switch from one public purse, administered by social services departments, to another, administered by social security offices. What is of particular interest for this analysis is that in determining who was entitled to social security, as opposed to social services, funding there was little if any reference to need for social care, the main criterion being ability to pay. The decision as to who was entitled to social security funding was, therefore, principally based on a political and economic calculation which, when it worked out in practice to be far more generous then was originally intended, was equally open to being restricted by direct political intervention, as has tended to occur since the implementation of the community care provisions of the 1990 NHS and Community Care Act in 1993. Thus the professional element in determining the need for social care and its use as a criterion for entitlement to both provision and funding has become increasingly marginalised and this lack of reference to measurable standards reveals the weakness of social need as a necessary feature in determining levels of care and public funding. This is not to suggest that professional definitions of social need should take automatic priority, but rather that they should always be given serious consideration.
The combined effect of these changes has been that long stay residential medical care has been sharply reduced by re-defining the main care groups involved as either not in need of special residential provision at all, or in need of social rather than medical provision. This has resulted in a different model of residential care provision and some important conceptual differences can be noted when this is compared with the original model:
(1) Medical need continues to be determined pro- fessionally by reference to absolute scientific and technical criteria, but this is no longer seen as appropriate in relation to long term residential medical care, which has therefore been reduced and in theory could be eliminated altogether. By implication acute medical provision has been prioritised at the same time. (2) Determining how to provide social care has tended to become more a political than a professional process, one result being that the public funding of long term residential social provision is more readily varied then previously.
New directions
For those who find the contemporary model which prioritises acute medical care over long term residential care (whether medical or social) troubling, it is necessary to address the issues not only at a moral and political level, but also conceptually. It is important to address these issues conceptually in order both to lend substance to criticisms of that model, and to provide a sound basis from which to develop new and better directions. The contemporary model of how long term residential care should be provided rests on one particular but widely-held understanding of medical and social knowledge which is nevertheless rarely made explicit in debates about health and social policy. It is well expressed by Wulff 5 who makes the distinction between what he sees as scientific and humanistic medicine, by which he divides disease into those which are "traditional", for example. acute appendicitis, and those which are "modern", for example hemiplegia giving rise to aphasia in an old person. He considers that scientific knowledge is only involved in the former and so is making a positivist differentiation between medicine which is value-free (mainly acute conditions) and that which is value-laden (mainly chronic conditions). Such a position may then lead to the acute scientific part of medicine being seen as necessarily defined by doctors and representing the central and unequivocal core of health care which there is an imperative for the state to provide. By contrast the chronic humanistic part of medicine has an uncertain status, being seen as more appropriately categorised as social than medical, so that state involvement in the care of these conditions is properly determined according to prevailing political and economic circumstances. What follows is that the faultline between concepts of what is medical and social still exists, but has been re-located.
Two aspects of this approach to medical knowledge are unsatisfactory and require revision; first the assumption of an absolute separation between scientific and humanistic medical knowledge; and second that scientific medical knowledge is factual and thus to be defined by doctors, whereas humanistic medical knowledge is value-laden and so part of social knowledge to be determined politically. A different view, which would dispense with both of these features, would involve a new understanding of the relationship between scientific medical knowledge and social knowledge as not clearly separable, but rather part of a continuum permeated throughout by both facts and values. There would not then be an exclusive scientific medical sphere to be defined by doctors, nor an exclusive social sphere to be defined politically, but instead the whole of the new combined medical and social realm would be open to a different admixture of professional and political determination. It is not that the former boundaries of medical and social categories would disappear altogether, but they would be less sharp. Thus what is considered medical and so also medical need would acquire a less exact definition, and conversely that considered social and social need would gain a more definite outline.
The present purpose is not to explore the detail of how this might be accomplished, but rather to draw attention to the changes that it would entail in the way in which the state determined its duties in the provision and funding of residential medical and social care. The three main elements of the two models, acute medical care, long term residential medical care, and long term residential social care would all need to be considered on a more equal footing. Acute medical care would lose its previous status, common to both models, whereby it was almost exclusively defined by doctors and received virtually automatic priority, whilst all long term residential care would also change its status but in the opposite direction, being less open to direct political determination and becoming included in a wider debate about prioritisation across the whole of medical and social services.
Conclusion
Although this analysis has mainly been concerned with the provision of residential care, it is of relevance to all aspects of the relationship between medical and social services. It has shown that policy changes do not result from the unmediated interplay of professional and political debates, but are dependent on complex concepts which are morally contentious and which are not usually made explicit. The processes involved are thus obscured, and in this example the social inequality arising from continuing to favour acute medical care can all too readily be ignored or even go unnoticed. Uncovering these issues is then an important prerequisite in devising better policies for the future.
This new understanding would also allow the ideological debate about community care to be disentangled from the issue of public funding of services. The contemporary model is politically convenient in that it permits community care to be equated with social care or self care which is ideally seen as non-residential, and so appears to hold out the prospect of a service which is more acceptable and cheaper than traditional institutional care. However, by challenging this model, what would count as appropriate care would no longer have to be argued for as a cost-cutting alternative to medical care, so how community care should be provided and funded could be viewed more openly and with greater dispassion. The question being raised would then be how best to categorise, meet and fund different types of need without being tied to unquestioned historical assumptions: this would allow the place of long term residential care and other potentially costly care options to be re-considered on their merits, without the question of whether they are considered medical or social being of primary importance. From 1 January 1997, ATIN will incorporate Current AIDS Literature, currently published by CABI, which will be discontinued. The new combined monthly HIV/AIDS abstract and reviews journal will assume the title ofAIDS Targeted Information.
The editor and current owner of ATIN, Professor Russell E MacDonald, will be remaining as the US editor of the new journal, and will join Mrs Hilary Richardson, who will assume the editorship in the United Kingdom. Each month the new journal will begin with an in-depth editorial, followed by editorial reviews on epidemiology, clinical aspects, medical microbiology and social aspects, together with a comprehensive bibliographic listing in each category.
The price of AIDS Targeted Information (volume 11) in 1997 will be: member country £220.00, nonmember country £275.00 and the Americas US$300.00.CAB INTERNATIONAL also publishes the AIDS Newsletter, the price of which is: member country £92.00, non-member country £115.00 and the Americas US$220.00. A discounted package price is available for the two journals, please apply for details.
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